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New Hire Application

Personal Data-- PLEASE PRINT LEGIBLY IN INK

Last Name \JoolE. S

Street Address 1127 1 nedipndac

S

— First Name ) AVGSHA

PO Box 46270

Minneapolis, MN 55344-995¢

Tel: 952,835,1283

City/State/Zip SAINT PRuL MM S5y

Phone Number o2 —74 3-9223

Staffing AgencyIRecruitment Partner

Are you legally authorized to work in the United States of America?

Middle Initiaj

=

Apt/Ste ’

Social Security Last Foyr XXX-XX- 6030 |
Email Address Tanesha 30 |

@(WM;,'Cdm

All offers of employment are conditional upon saﬂsfactou proof of ldanm and legal ability to work inthe U.S.A.

Applicant Certification and Authorization

| authorize Employer Sol

qualifications for employm
regarding my previous duties, responsibfiities,

ckground check m
This may include but is not limjted fo, investigations of criminal and/or conviction record,

required by clients, govemnment regulations or by ESSG policjes,

I release ESSG ang other persons or entities from an

| certify that all statements made in my application are true ang accurate and that | have not
false or misleading Information, i understa

y claims that might be based on ESSG's

ﬁYEs ONo

mine my eligibility for hire b

consideration for employment or, if discovered after I begin employment, will result in my termination,

If hired, 1 agree to abide by the policies and procedures of ESSG

:.S'mm es\ha :SM‘C (N

omitted any mate

utions Staffing Group (ESSG) to use the information and statements contained in this application to determine my
ent. | authorize quiries of my fo b

y certain cilents of ESSG.
s, driving records and/or a drug screen test as
decision to conduct background check,

rial information or provided
nd that any Material omission or misrepresentation Wwill resuit in my disqualification from

bb26- |

Name (Print or type)

A copy or facsimile ("fax") will be considered the same ag an original signature, Emall wiil ONLY be used for

Appli7ént’s Signature

Date

employment correspondence

For ESSG Office Use Only

DOH NHwW I-9 8850 w4

= S

Emergency Contact Info | Background Release Farm Background Resuits Unemployment Letter ESC Application
(if applicable)
For ESSG Client Use

DOH RopP Work Site Lo, WC Code

—_— —_—

ESSG - cMG Rev 0472017



Form W4 (2017)

Purpose, Complste Form W-4 80 that your

employer can withhald the cormect faderal Incomeg
from your pay, Consider completinz? a new Form
or financlal

W-4 each and when your perso
situation cxgggss. -

Exemption from Withholding. if you are exempt,

cnmp’e’g only lines 1, 2, 3, 4, angg and sign the

it. Your exemption for 2017 axp

Febrﬂ 18, 2018. See Pub, 05, Tax Withholding
imated Tax,

form to valldate
and

Note; If another Person can claim you as g dependent

m, you can't claim exemption

from withholding if i\;'t':urtmal Income excesds $1,050
2N $350 of uneamed Income (for

on his or her tax rety,

and Includes more

exampls, interest and dividends).
8. An empl

exem),

a dependent, if the employes:

* lsage 65 or older,

© [g blind, or

* Will clalm adjustments 1o Income; tax Credits; or
m

itemized deductions, an his or her tax retum,

may be able to clajm
on from withhold ng even ifthe employes Is

The exceptions don't apply to gy lemental wages
greatsr thgﬁ $1,000,000, 4 i .

deduotions, certain credits, adjustments to Income,
or two-eamara/mulﬁple Jobs situations,

Complete all Wworksheets that apply, However, you
may claim fewer (or zarugg allowances, For regular
wages, withholding must b based on allowancas
you claimed and May not be a fat amount or
Percentags of wages,

Head of household, Generally, you can claim head
of household filin, status on youir tax return ontlhy if
You are unmarried and pay more than 50% of the
costs of keeping nttlﬁ a home for yourself and gour
degende for er qualifying Individuals, ea
Pub, 501, mptions, Standard sduction, and
Filing Information, for Information,

Tax credits. You oan take projected tax credits Into
accaunt In figuring your allowable number of
withholding allowances, for child or dependent
care expenses and the chilg 1ax credit may be claimed
usln%the Personal Allowances Workshest beiow,
See Pub, 505 for Information on converting your other
oredits Into withholdin, allowances,

Nonwage income, I Kou havea large amount of

nonwage Income, syg|
consider making estimated tax
1040-E5,

as Interest or dividends,
ents using Form
Tax for indivl uals, Otherwi

you mag{'owe additional tax, If yay have penslon or
annuity income, see Pub, 505 find out if you shouid
adjust your withholding on Form W-4 or W-4P,

Two eamners or mulﬂplt:A:nbs. Ifyou have a

working spouss or more

for the highest paying Job and zerp allowances arg

claimed on the

Nonraside,
N

ers. See Pub, 60 for g
nt allen. If you arg g nenresident affen, geg

ce 1382, Supplenienta) Form W-4 Instructions for
Nonresident Aue%g before Gompleting this form,

Check your withholding, Aftar your Form W-4 takes
X 68 how th

8 amount

you are
having withhe;g ¢ompares to your projectad total tax

Personal Allowances Worksheet (Keep for your records.,)

A Enter*1” for yourself if no one elss canclaimyouas a dependent , . | . R AT
® You're single and have only one Job; or

B Enter*1*if { * You're married, have only one job, and your spouse doesn’t work; or J B
* Your wages from a second job or your Spouse’s wages (or the total of both) are $1,500 or less,

C  Enter*1" for your spouse. But, yoy Mmay choose to enter “-g-» Yyou are married and have either a waorking spouse or more

than one job., (Entering =-0-» may help you avold having too little tax withheid) . . . ° ° 0 09 0 0 o o o o c

D  Enter number of dependents (other than your spouse or Yyoursel) you will claim on your tax return . D

E  Enter*1”if You will file as head of household on your tax retum (see conditions under Head of household above) E

F  Enter*"j you have at least $2,000 of child or dependent cara expenses for which you plan to clalm a credit . F

* If your total incomeg will be less than $70,000 ($100,000 i married), enter “2” for each elig
*2" If you have five or more eligible children,
* If your total income will be between $70,000 and $84,000 ($100,000 and $119,000 i married), enter *1»

H  AddlinesA through G and enter total here. (N

* If you pian to ftemize or
and Adjustments W,

® If you are single a
worksheets eamln?s from alf j

For accuracy,
complete al]

that apply, to avo

: This may be different from the number of exemptions you claj
claim adjustments to income and want to reduce your withhoiding, see the Deductions

orksheet on page 2,

nd have more than one fob or are married and you and your Spouse both work and the combined
exceed $50,000 ($20,000 if married), see the Two-Eamers/Multiple Jobs Worksheet on page 2
d having too Jittle tax withheld,

Ible child; then less “1” if you

® If nelther of ths above situations appiies, stop here and enter the number from line Hon line 5 of Form W-4 below,

Form W'4

Department of the Treasury
Intemal Revenue Sarvics

Separate here and give Form W-4 to yo

Employee’s Withhol

entitled to claim a certaln number of allowances or exem)
y the IRS. Your employer m

ay be required to send a copy of this form to the IRS,

» Whether you are
subject to review

ur empioyer. Keep the top part for your records, -

ding Allowance Certificate

ption from withholding Is

OMB No. 1545-0074

2017

1 Your first name ang middie Intial Last name 2  Your soclaj Seourity number
Jameshha — Jones BT-Y -620 )
Hame address (number and sirest or rora] routs) 3 X single L] Mamieg L' Manied, but withhord o higher Single rata,
l 8-' w 6 'brl dc] ~ S,i- Note: If manied, but legally Separated, or spousais g nonresident allen, cheok the "Singls” box,
City or town, state, and ZIP Gode 4 K your last name differs from that shown on your soclal security card,
Sa N faut. MN S&i 7] check here. You must caj 1-800-772-1213 for a replacement carg, >
5

Total number of allowances yoy are claiming (from line H above or from the appiicable workshest

68  Additiona amount, if any, you want withheld from each paycheck

7 Iclaim exemption from withholding for 201 7, and | certify that | meet both of the foliowing conditions for exemption,

ht t
® This year | expect a refund of all federa) income

If you meet both conditions, write “Exempt” here , S T o bbb o s o 7
Under penalties of Pperjury, | deciare tha | have examined this certificate and, to the best of my knowledge and belief, it is trug, correct, and complete,

Employee’s slgnature

{This form is not valid unless you sign it) »
8  Employer's name ang address (Employer; Cgfhplete lines alfld 10 only if sending to the IRS)

On page 2) 5 _ \

e$_

Date &) (g"ab o |‘7

9 Office code {optional)

10 Employer Identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see Ppage 2.

T

Cat. No. 102200

Form W-4 (2017



: /% ) Employment Eligibility Verification USCIS
g Department of Homeland Security OMII: :1?'11511;3047
S’ U.S. Citizenship and Immigration Services Fxpiros 08/31/2019
5 ns carefully hefore completing this form, The Instructions must be avallable, either In Paper or electronlwlly,
. Employers are llable for errors In the completion of this form,

Section 1. Employes Tnformatla and Atteslatlon (Employeas must compiote and sigh Sevtion 1 gf Porm 19 o Jater |
than the first day of omployment, but nat herare &pospling a job affer ) =
Last Name (Family Name) First Name (Given Name) Middie Initia} Other Last Names Used (ifany)
Jones D Ao A o
Address (Street NumberandName) Apt. Number City or Town State ZIP Code

Wi WOLDBRTD e ST 1 SATNT _CeuUL-  (MN | se —
Date of Birth (mmAddlyyyy) |y.s, Social Security Number Employee's E-mall Address Empioyee's Telephone Number

04 |2 e/ 1ags |[F20)- B2 - B SHMESH A Bl (ymaTL IR~ T43—-a 225 |

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents |n
connection with the completion of this form,

lattest, under Penalty of perjury, that | am (check one of the following boxes):
[N 1. A citizen of the Uniteq States

D 2. A noncitizen national of the Unjteq States (Sse Instructions)
D 3. A lawful permanent resident (Alien Registration Number/uscis Number):

D 4. An allen authorized to work untii (expiration date, if applicabie, mm/ddlyyyy):
Some aliens may write "N/A" in the expiration date field, (See Instructions)
Allens authorized to work must provide only ane of the following document numbers to compiete Form |-9; Bo ﬁ';",,g;';;,f;m“g;m
An Alien Registration Numberuscis Number OR Form 94 Admission Number OR Foreign Passport Numper.

1. Allen Registration Number/uscis Number:
OR

2, Form -84 Admission Number;
OR
3. Foreign Passport Number:

Country of Issuance:

[?lgnature of Employee z,} M / Today's Date (m, l 2; \ Zh“&”%

‘. parer dndlor Translator Ga 0atigy (check one)i
=N did not yso & Prepaer of transiator.
(Ftelda bolow must b oampleteq and signed

| attest, under penalty of Perjury, that | have
knowledge the Information Is true and corre

Signature of Preparer or Translator

Today's Date (mm/ddfyyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

@ Employer Complates Nex: Page @

Form 1.9 11/1472016 N

e e—



Employment Eligibility Verification

Uscis
Department of Homeland Secnrity Form 1-9
it : =i, : OMB No, 1615-0047
U.S. Citizenship and Immigration Services Expires 08/31/2019

Section 3 Employer or Authoza Representative egan d Verffioatlan ! i
(Employers or their gutherized re and sign Begtion withiri 8 busipess ¢ of the employse first day of emplqymient Yay
must physioa emmmw;e, thmonaeemm MWWUMMLMEmamMmmWOMﬁWWwa
" S Laj Namé (Family Name) . First Name [( Name) M.i. Clﬁzenshlpllmmlgratlon Status
I Info from Section 1 l : gz'
Employee m on S = . N 1
ListA OR List8 AND " ListC
Identity and Employment Authorization Identity o Employment Authorization
Document Title nt Title Document Title
CLr oSS
Issuing Authority | Authprity Issuing Auth
Clvermd oA LA
Document Number Document ) Do er
L THY Y27 |7 LA TE92-6=2a)
Expiration Date {ifany){mandIyyyy) Expiration Date (Ifanw(mm/dd/yyw) Expiration Date (fan ){’myy)
1OLl~ ta-2 O30
Document Title
Issuing Authority Additional Information D%RN‘;;M,,;,;;‘;,@"T;;:’;&S;
Document Number
Expiration Date (Ifany){mm/mwym
Document Title
. Issuing Authority
Document Number
irplraﬁon Date (i any)(mm/ddsyyyy)
Certification: | attest, under penalty of perjury, that (1) 1 have examined the document(s) presented by the above-named employee,
(2) the above-listed document(s) appear to be genulne and to relate to the employee named, and (3) to the best of my knowledge the
loyee is authorized to work in the United States,
he employee's first day Wnployment (mm/dd/ym&'s 122‘ 2o ! 2 Ol ) (See instructions for exemptions)
: Toda):'s Date{mm/dd/yyyy) Title Employer or Authorized Representative
’Z.(O’ZO\r) : CYWW+e g =
------ ame of or Authorized Representative Employer's Business or Organization Name
E’l\ EMPLOYER SOLUTIONS STAFFING GROUP LLC
Employ‘er’g Euslnes's orjOrganization Address (Street %T:ér and Name) jty or Town State ZIP Code
7301 OAMS SUITE 405 EDINA MN _ 55439 |
tion § plétgd and signed by Smplayet e authoriaed reprecehtative) '
 New Name (¥ agnlicable B, Date of Rehire (7 applicahle]
Last Name (Family Name First Name (Given Name) Middle Initial Date (mm/iddsyyyy)
8. ITthé employee's previgns ﬁzrani of efmployma arizafion hag expired, provids fhe informatlon for the dostmant oF recelpl thal eslablighes
continuing employment authorization in the space provided below.
Document Title Document Number Expiration Date (if any) (mmaddiyyy)
1 attest, under Penalty of perjury, that to the best of my knowledge, this employee s authorized to work in the United States, and If
the employes presented document(s), the document(s) | have examined appear to be genulne and to relats to the individual,
Signature of Employer or Authorized Representative Today's Date (mm/ddsyyyy) Name of Employer or Authorized Representative

Form 19 111142016 N

D e—
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EMERGENCY CONTACT INFORMATION

EMPLOYER SOLUTIONS STAFFING GROUP
IN CASE OF AN EMERGENCY - NOTIFICATION INFORMATION

Employee Name: “VIMESH B Trynge
address: 1187 \upopBRT pee st A ot ]

Home Phone: 012 -4y 3 —q22x

___ Please list two peapla (in priority order) who could vontacted In case of an émergency
Contact #1 Home Phone:
Name: | ¢ pn SRS Cell Phone: L8\-A b — (¢ 32,
Relationship: W1 pp Work Phone: {55 . 292~ Lba.L
Contact #2 Home Phone;
Name: N a S*em\{j Cell Phone: (, $‘1-LfL.}L4 ~0c;&]
Relationship: A%rey- Work Phone:

Additional information you want Employer Solutions Staffing Group and our clients to know in the event
of an emergency:

~tennean  wnue ~lowd, — 86T — Loy (1

This information will remain confidential and will only be used in the case of an emergency.



employer solutions staffing group.
Wage Payment Method Authorization (Minnesota)

Employees have the option of receiving wages by Direct Deposit an

d/or Payroll Debit Card,
If you do not pro

deawrittenelecﬁon, ages will be paid b

NaizDiractDepasItaccawmmaytakeupto 7 days to be activated
| | Paper Check (Please complete Section 5 below)

Sections4 and 5 below)

T understand and acknowledge that if I do not provide a
voided check with this direct deposit form, I am
responsible for any delays in payroll or extra costs
incurred if the acconnt number that I provide is incorrect,

Initial Date

To help us avoid making an error, please attach g copy of a voided check, (a deposit slip will not work)
Ifyon change banks, donotcloseyouroldbankaccoumunﬁlyomdirectdeposithassmrtedatthenawbnnk, whichmaytakeZpayperiods.

D GLOBAL AN CAARDY)

Except for the routing and account number, ESSG does not have access to any information regarding your Payroll Debit Card account or
transactions. On your first payday, you will receive Yyour new Payroll Debit Card, and a packet containing ail of the terms and conditions. You will

then sign acknowledging that Yyou received the Payroll Debit Card and packet. Your Payroll Debit Card will be reloaded on each payday you receive
wages.

CARDHOLDER INFORMATION (as you want your Payroll Debit Card to be issued)

Fijrst Name Ml Last Name Date of Birth
| S0mnesihg L Jooves O~ (g5
Street Address (POBOX NOT ACCEFTABLE) Social Securi
L 2 S 227392-630 )
Ci State Zip Cell Phone (mobile
Fvs taul My | ssi1n ©LR-T43-azpy
RECEIPT OF PAYROLL DEBIT CARD (to be completed when you pick up your Payroll Debit Card)

Payroll Debit Card Routing # Payroll Debit Card Account # 93 ooz 1o

073972181 J—%
I have received my Payroll Debit Card, welcome brochure, program fees, program terms, conditions, and disclosures, By activating my Payroll Debit Card,

Date: Yo—2-b _/ D

AUTELORIZN B«

1 authorize ESSG to directly wages/compehsation payments, net of required tax withholdings, other required withholdings

or authorized deductions, into my account(s) as designated above and to initiate, if necessary, debit entries and adjustmentsfor any credit entries
made in error to my account(s). - * E-mail is required for pay stub information.

*E-mail:_ Neyvmes g 20| @ _ Gwma. | Corm

this;information will only be used to send your paystubs electronically
Date: O6 2 o ~[7)

Employee's Signature.. -«




Authorization

Authorization: By signing below, you authorize: (a) backgroundchecks.com (“BGC”) and/or Orange Tree
Employment Screening to request information about you from any public or private information source;

and/or Orange Tree Employment Screening may Investigate your education, work history, professlonal
licenses and credentials, references, address history, social security number validity, right to work, crimi-
nal record, lawsuits, driving record, credit history, and any other information with public or private infor-
matlon sources. You acknowledge that a fax, image, or copy of this authorization is as valid as the origi-
nal. You make this authorization to be valid for as long as you are an employee of ESSG,

The Consumer Financial Protection Bureau’s “Summary of Your Rights under the Fair Credit Reporting
Act” s attached to this authorization. If you are a New York applicant, a copy of New York’s law on the
use of criminal records is attached. By signing below, you acknowledge receipt of these documents,

Personal Information: Please print the information requested below to identify yourself for BGC.

Printed name: Jamesha quhq\\ ngfj

First Middle (O Last
none)

Other names used:
Current county of residence:

Current and former addresses:

b current U7 \ajoodbndge. St S faud) JN
from’éo/Yr to Mo/Yr Street = City, State & zip SSIV1

01|90l _obfzdl  pzg Tt st € Stuntbaulivy  ssio,
from Mo/Yr to Mo/Yr Street City, State & Zip

oq 'g 26]2- oWl2oy, 9.4 W Beonpwny MINNERRILTS miv ssY /¢
frorh Mo/Yr to Mo/Yr Street City, State & Zip

Some government agencies and other information Sources require the following information when
checking for records. BGC will not use it for any other purposes.

_®%-2c—iqqc, 23A7-92-6:30 |
Date of birth Social security number
Dovrresdon Y e )
Driver’s license number & state Name as it appears on license

Report Copy: If you are applying for a job or live in California, Minnesota, or Oklahoma, you may request
a copy of the report by checking this box: L.

/\,\,g___ Ok~ 2l —|7]

Sig“r?iuﬁe v \// = Date




RS R

employer solutions staffing group..

STATEMENT OF CONFIDENTIALITY

This agreement made this 2w day of __ Jun& » 2017, between

Employer Solutions Staffing Group LLC, hereinafter referred to as “employer”,
and Samesha  JonesS hereafter referred to as “employee”.

WITNESSETH:

For the duration of my employment and after resignation or termination of
this employment with employer, for any reason Wwhatsoever, the employee shall
not use or disclose to any other person or company, and confidential or
proprietary information or know-how related to the business of the employer.

In view of the difficulty of determining the amount of damages which may
result to the employer from a violation of any of the provisions hereof, the

Enfiployee Signatlire

A D—

Employer Soltions Stéfﬁng'Group LLC, Representative




L .
e

employer solutions staffing group .

Important/Im portante
LOST OR STOLEN PAYCHECKS

If a paycheck is lost (missing, misplaced, destroyed, lost in the mail, efc.), you

If your paycheck was stolen, you must first file a police report before we can re-
i the check. Once you have done so, you must provide a copy of the policy

CHEQUES DE PAGO PERDIDOS O ROBADOS

Si un cheque de bago se pierde (que falta, fuera de lugar, destruido, perdido en
el correo, etc), usted debe notificar a su reclutador de personal que el cheque no

Si su cheque de Pago fue robado, primero debe denunciar el robo a la policia
antes de que podamos volver a emitir el cheque. Una vez hecho esto, usted

AGREED/SE ACUERDA—
Name/Nombre (con letra de molde): "Jumetia Ione

Signature/Firma: M
ALt —<

/



employer solutions staffing group..

INJURY MANAGEMENT PROGRAM

Injured Worker's Responsibilities

of Minnesota workers® compensation laws. Wherever possible light duty
restrictions imposed as a result of your injury will be accommodated.

RESPONSIBILITIES OF THE INJURED WORKER:

Obtain a Report of Workability from your physician at every appointment, a
minimum of once every two weeks. M.R. 5221.0420 requires that your physician
cooperate with return to work planning and that you be released to return to work
at the earliest appropriate time.

Immediately following your appointment, provide a copy of the report to the
designated employer representative. Yoy should deliver this in person so that
changes in work restrictions may be addressed and any questions answered.

Follow all physical restrictions at home and at work.
Report to work and perform physically suitable tasks as assigned. These may or

may not be in your regular department. The work may or may not be on your
usual shift.



Maintain regular, weekly, communication with your employer if you are unable to
return to work. Contact your employer a minimum of after every visit with your
primary health care provider. Keep the claims representative advised of your
status.

Printed Name: J0WMe K. Ses,



rom OO0 Pre-Screening Notice and Certification Request for

(Rev. March 2016) the Work Opportunity Credit OMB No. 1545-1500
Department of the Treasury
Internal Revenue Servics » Information about Form 8850 and its Separate instructions is at Www.irs.gov/form8850,

Job applicant: Fill in the lines below and check any boxes that apply. Complete only this side.

Your name M ':Su‘h-&s Soclal security number p M"’Eﬁbj
Street address where you live M—Mﬂé&ﬁ S

d
City or town, state, and ZIP code Sanvar @l AR =~
County Q.w(\'\'s@-:\ Telephone number  (,\2, — 450228

If you are under age 40, enter your date of birth (month, day, year) oq[z;, [Lass §

1 [ Check here if You received a conditionaj certification from the state workforce agency (SWA)ora participating local agency
for the work opportunity credit.

2 [7] Check here if any of the following statements apply to you.
* | am a member of a famlly that has received assistance from Temporary Assistance for Needy Famiiles (TANF) for any 9
months during the past 18 months,
* lamaveteranand a member of a family that received Supplemental Nutrition Asslstance Program (SNAP) benefits {food
stamps) for at least a 3-month period during the past 15 months,

* | was referred here by a rehabilitation agency approved by the state, an employment network under the Ticket to Work
program, or the Department of Veterans Affairs,

® | am at least age 18 but not age 40 or older and | am a member of a famlly that:

b. Received SNAP benefits (food stamps) for at least 3 of the Past & months, but is no longer eligible to receive them.
* During the past year, | was convicted of a felony or released from prison for a felony.
* | received supplemental security Income (SSI) benefits for any month ending during the past 60 days,
* lam a veteran and | was unemployed for a period or periods totaling at least 4 weeks but less than 6 months during the

4 [7] Check here if Yyou are a veteran entitled to compensation for a service-connected disabllity and you were discharged or
released from active duty In the U.S. Armed Forces during the past year.

5 [J Check here if you are a veteran entitled to compensation for a service-connected disability and you were unemployed for a
period or periods totaling at least 8 months during the past year,

6 [ Check here if you are a member of a family that:
* Received TANF payments for at least the past 18 months; or
* Recelved TANF payments for any 18 months beginning after August 5, 1997, and the earliest 18-month period beginning
after August 5, 1 997, ended during the past 2 years; or

* Stopped being ellglble for TANF Payments during the past 2 years because federal or state law limited the maximum time
those payments could be made.

7 [ Check hers if You are in a period of unemployment that is at Ieast 27 consecutive weeks and for all or part of that period
you received unemployment compensation.

Under penalties of perjury, | declare that | gave the above Information to the employer on or before the day | was offered ajob, and it Is, to the best of my knowledge, true,
correct, and complste,

Job applicant's signature > - Date (O 2o -\ R
For Privacy Act and Paperwork Reéﬂcﬁon Act Notice, sléeéage 2. Cat. No. 22851] Form 8850 (Rev. 3-2016)
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N
Form A (rev. 03/2017) TAX CREDIT QUESTIONNAIRE R

EMPLOYER SECTION:
Client: Company:
Location: Position: Starting Wage: §
EMPLOYEE SECTION:
’ First Name: Last Name: Suffix: Street Address: City/State: Zip:
 Samesha Tones N7 Ltodndge s Sunt Rucy M| ss4
SS#: Date of Birth; Age: Have you worked for If yes, location:
this company before?
327 ~92-(20] A~ (G 5 |2/ YeailjJ Nom
Please complete aJ] questions, and sign and date the form. Yes No
IT. Have you or has anyone living with you received Temporary Assistance to Needy Families (TANF) O m

at any time since Aungust 5, 19977 (if yes, pleass provide information below.)
Name of the person receiving benefits: Relationship to you:
City: County: State;

2. Have you or has anyone living with you received Food Stamps (SNAP) at any time during the past 15 months? [ m
(If'yes, please provide information below.)

Name of'the person receiving benefits; ——— Relationship to you:
City: County; State;

Please note, this is not the same as Social Security benefitg (SS) or Social Security Disability (SSDI) benefits,
*If you checked yes plegse Provide a copy of your SSI documentation,

4. Have you received any type of vocational rehabilitation services within the past two years? [ IF
If yes, please indicate which type of agency you worked with and provide their location information below:

City: County: State;
*If you checked Yes please provide q copy of your active Individua] Work Plan and Ticket to Work documentation,

5. Are you a Veteran of the U.S, Military? *[fyes, Dlease provide q copy of your DD-214 and letter of separation,
(If yes, please provide information below, If no, please cantinus to question #5.)

Dates of Service - From; To:
Branch of Service;
Are you entitled to or are you receiving compensation for a service-connected disability?

O

——

6. Have you been unemployed at any time during the last 12 months?

If yes, dates of unemployment - From: To:
Did you receive unemployment compensation at any point during your unemployment?
If yes, in which state did You receive unemployment compensation? __

Ol o olg
#l o xbr

Conviction Date; Release Date;
Was thisa [] Federal or [ state conviction? 1f State - County: State;

——

Additional Tax Credits
IEC (Native American): Are you or your spouse a member of g Native American Tribe? O h
Ifyou checked Yes please provide q copy of your CDIB card,
CA Residents: [] Are yoy the child of foster parents? [] Do You receive CalWorks? [] Workforce Investment Act?

[ Are You a migrant or seasonal farm worker? D Have you ever been convicted of a misdemeanor?
SC Residents: [ De You receive Family Independence Benefits?

PLEASE READ, SIGN, AND DATE:
Under penaities of perjury, I declare the information above 1o be true and accurate 1o the best of my knawledge, and | hereby authorize any agency, organization, or
individuals 10 supply such verification or information that ay be needed to determine tax credit eligibility 1o my employer, employer representative (Associated

Date: O‘DJ Zb - ‘ —,




U.S. Department Labor OMB Control No. 1205-0371
Employment and Training Administration Expiration Date: January 31, 2020

LONG-TERM UNEMPLOYMENT RECIPIENT SELF-ATTESTATION FORM
Work Opportunity Tax Credit (WOTC) Program

ltants sub
separately, with ETA Form 9061 (or ETA Form 9062) for each certification request filed for the new target
group,

Under penalties of perjury, T declare that this information is true and correct to the best of my
knowledge.

New Hire’s Signature@xjr\-»é‘r)w—' Date Olo—2 (,— i"]

L

New Hire Name: Davrnedinoy [ovres

Social Security Number: 3 -1 - 42— L3 o/
Employer Name: _ESS ¢,

Please check the statements below if they apply to you.

I declare that | was in a Period of unemployment that is at least 27
consecutive weeks and for all or part of that period | received unemployment
compensation.

| I declare that | haye been in a period of unemployment since

(Enter start date)

Privacy Act Notice:

117-

ETA Form 9175 (Rev. November 2016)



employer solutions staffing group..

Notification of Minnesota Law Requirement —

- Unemgloyment Acknowledgement

According to Minnesota Statyte section 268.095, subdivision 2, paragraph (d), an
applicant who, within five calendar days after completion of a suitable

Job assignment from a staffing service, (1) fails without good cause fo
affirmatively request an additional suitaple Jjob assignment, (2) refuses
without good cause an additional suitable Job assignment offered, or (3)
accepls employment with the client of the staffing service, is considered to
have quit employment.

It is your responsibility to contact ESSG (for instance, by calling 952.277.5227 or
using any other form of contact) for additiona] assignments. If you fail to do so, it
may affect your unemployment benefits,

I understand by signing this form that | am responsible to contact ESSG within 5
calendar days once an assignmept ends. | also acknowledge that | have received

a separate copy of this form. Initial)
C{} A/\Q\M — Do -2~ 200 F
mpjOyee Signature: Date:

ESY A o B
Employee (please print your name here)

CMG_SM - Rev. na 2n1a




employer solutions staffing group..

ESSG WORKPLACE SAFETY POLICY

It is ESSG’s policy that all employees should be able to enjoy a hazard free and safe
work environment. It ig ESSG’s duty to:

(1) Ensure that its clients Provide you with g workplace free from serious
recognized hazards and comply with standards, rules and regulations issued
under the OSH Act.

(2) Ensure that its clients perform a job hazard assessment in order to identify
and eliminate potential safety and health hazards and to determine
necessary training and protections for employees at the facility.

(8) Make sure employees have and use safe tools and equipment.

(4) Establish or update operating procedures and communicate them so that
employees follow safety and health requirements.

(6) Provide safety training in g language and vocabulary workers can
understand.

ESSG is committed to vigorously enforcing its OSHA Compliance Policy.

To help ensure a safe workplace, you have certain responsibilities too, which include
the following:

* Responsihility to work in compliance with OSHA laws and regulations

* Responsibility to use personal protective equipment and clothing as directed
by the host employer

° Responsibility to report workplace hazards and dangers

°* Responsibility to work in a manner as required by the employer and use the
prescribed safety equipment,

You have the following basic rights:

* Right to refuse unsafe work

® Right to know or be informed ahout actual and potential dangers in the
workplace

® Right to review copies of appropriate standards, rules, regulations and

requirements that the host employer is required to have available at the
workplace.



WORKPLACE SAFETY POLICY. I understand that it ig my responsibility to read
this policy and ask Iy supervisor, a member of management or to telephone
Employer Solutions Group (ESSG) at 952.835.1288/1.866.496.7573 with any
questions I may have about this policy. I agree to comply with ESSGQ’s policy on
ESSG WORKPLACE SAFETY POLICY and I understand failure to comply is
grounds for disciplinary action, up to and including termingtion.

working in an unsafe or dangerous work environment, I will immediately contact
my supervisor, manager, director or ESSG’s Safety Director at
952.835.1288/1.866.496.757 8 in order to obtain assistance in the resolution of such

Employee Name (Please Print)

N\, Tone S

Employee’s Signature:

é) A/’Q\,_/' Date: Db ~2% -]
A




DRUG AND ALCOHOL
TESTING CONSENT FORM
%
1. I have been allowed to read and inspect a written copy of ESSG policy on
drugs and alcohol.
2. I have rgead the entire contents of this policy and | am aware and fully

3. | hereby voluntarily consent to ESSG, or its health service providers, or
other persons or entities acting for or with them, to collect 5 body component (blood,

D ANMESMA  Seaes
Individual’'s Name

Ok-2,— 2.011

Date

SIGN THIS VERSION OF CONSENT—SAME AS PAGE 6

10



i employer solutions staffing group wg&:‘?‘ §$N G |
< Leveraging Resousves in - Changirg Mirke " e 28

ﬂe!ts‘ya- solutions group.,, Mmﬁnhn_ raticqwide proup.
T A W 4 e fren, W e v Sy ‘ ngeﬁl P mini ors, ,
Enhanced MEC Plan Plan 1

Bensfits Enroliment Form
Employeeinformation

Name (First and Last)

Soclal Security Number
B ~ A2- 3O i
City State T ——
1L871 \Woobers Dee ST AINT PBuL | mw §11 77
Gender ale | Marital Status a Date of Birth Date of Hire
Femal® Married Divorced | OG-~ 2 ¢~ kg Q
Phone Number: Emall Address:
bi? -TH3~gz2§ SAME ctim 3610 Azl -Com
Please Select Desired Coverage:
Employee Only - ] Employee+Spouse - Employee+Child(ren) - D Family -
$24.00/Week | $38.00/Week $36.00/Week $63.00/Week
| Sacial Securty # Birth Data | Sex Relationship
LU Last Nams r::ale spomi)omesﬁcm
Soclal Security # Birth Date | Sex Relatiomhip
e e Child
ML Last Name ll:n:;::ala i Domestic Partner
Toccaisecutys T 5t oo Sex mﬂ@p
(Fiist Name MI. L&st Name ] m;le Spouse Domm‘éhpﬂfmﬂ
I;AME D.F Psnsou'covs.aen (FIRST, LAST):
EFF. DATE
EFF. DATE
EFF. DATE
Employes Acknowletigement and Authorization - | hershy apply for the group henofit{s) as Indicated. | acknowledge that all entries are true and complets and that

any misstatements or faflure to report information may be used as the basls for cancellation of coverage for me a
effective date, Further, | authorize my employer to make the necessary payroll deduction of premiums for cove

IF ENROLLING - YOU MUST SIGN HERE

Employee Signature

EMPLOYEES DECLINING | am DECLINING coverage

1 understand that ] and/or my dependents, if any, waive any Coverage and dasire to participate In the plan at a later data. I/we may be considered a late enrollee and
must meet the requirements defined in the Certificate of Coverage for the company's medical or dentaj plans. if I decline enroliment for myself or my dependents
{including my 8pouse) because of other coverage, | may, In future he able to enrolj myself or my depend In this plan, provided | request enroliment within 31
days after the other covarage ends. In addition, If a new dependent relationship forms ag a result of marriage, birth, adoption, placement for adoption of parting suit
of adoption, | may be able to anroll myself gr my dependent, provided | request enroliment within 31 days of the evant.

IF DECLINING-YOU USTSIGN HERE

Employee Signature Date bb“ Die 1'7
/ E yer Solutions Staffing Group Health Benefits Team

PO Box 46270 Minneapolis, MN 56344-9956
Phone: 952-767-951g Fax: 952-767-9515
Email: Heaith@employersolutlonsgroup.com

nd my dependenty(s), if any, from the original
rages | have elected,

Date




2 reva auuciumity Medical Benefits Plan 2

. Vsl 219301-ESG-1 OFFICE USE ONLY ) LOCATION - ~ X Rehire_Date_._ /- S5/
ENROLLMENT FORM ESC CU(UNAC-MN) P1 y18,
Fﬁfﬁ'r"b"siﬁ&'éﬁéi(;}"EL@FE“:EE"(EB;?E; Filedowy
Name_ Javesyn Jonges Egﬁ;ﬂ‘%o) E H;TSE}J;ZSB- 2% e vl (Y]
Address 1 X7 \WICOD BEI—D(:\E 6'\: - ity = Apt. #

City 3 ASm PRUL State ML { Zip S 5 Date/ of B/ll'th

B.DO YOU OR ANY OF YOUR DEPENDENTS RECEIVE MEDICARE BENEFITS?

.QX‘?_SQNQ; If Yes, please continue, "
Medicare Health Insurance Claim Number (HICN) Medicare Effective Date

STAS = e b e v o e g e B T St e e g [T

.-.!‘\lame of Covered Person (s): I

T et 50 s 1 e o Rt EEL TT PP . i e ain e e - n v — A ot s -

) .20 3

1.
C. LIMITED BENEF|ITS PLAN SELECTION b Payroll Dedu;t:d Weekly Rates
You MUST select a coverage level before any benefits in Section C, Your coverage level for the all benefits in Section C will be

identical. The Fixed Indemnity Medical Plan, Dental Plan, Term Life Plan, and Short-Term Disability plans are underwritten by BCS
Insurance Company. The Vision plan is underwritten by Companion Life Insurance Company.

FIXED INDEMNITY SHORT-TE
SELECT COVERAGE Lgvgl. MEDICAL 1 - DENTAL | ’ VISION TERM LIFE“ DISABILITY
Employee Only [ ] 2025 [ ser 0| s2aa & oo [ sea (Y
Employee +1 [ $41.10 $12.34 $4.92 $0.90
Emplayee + Family [ ] $54.88 $20.36 $6.56 $1.80
____NO o ALL Benefit %_ [ves CINo | Mlyes LINo | [ves [ No | [ Tves [Tno | [ ves (o
_I_’I_'his coverage is not availableMo residents of NH, HI, or PR. 25TD js not available to persons who work in CA, HI, NJ, NY, or Rl N

For Term Life / Accidental Death & Dismemberment, please write in your beneficiary information. Accidental Death &
Dismemberment is part of the Term Life Benefit.

Name gl Relationship

D. REQUIRED DEPENDENT INEORMATION ‘ _ _
Name  Social Security # | Date of Birth ' Sex ' Relationship

e L’m]@ [spouse[] Child[_] Domestic Partner

Name | Social Security # | Date of Birth ; Sex fh é&ationship

e e AR L] Spouse [ chitd [ Domestic Partner
Name ' Social Security # _i Date of Birth TSex Relationship

Nams e I ([ipo LI child (] Domestic Partner
Name ; Social Security # ' Date of Birth | Sex i Relationship

e S N AN 11 I [Ispouse [Jchild[] Domestic Partner

£MEST§L@@59.EEEVE§F@DEEL'NEEOVERAGE e
I'have read the benefit packet and understand its limitations. | understand that o . i i
8 limited time and | understand that making no benefit selection is a dgefinat; A

et e S [ >sionaruRe

This is an Essential StaffCARE Enrolliment Form,



